We have studied workloads and patterns ofcare in geriatric medicine from 1982 to 1993 in the Ulster Hospital. There was a 137% rise in admissions, a 16% reduction in domiciliary visits and a 31 % increase in ward assessments. The continuing care waiting list fell to zero in 1993. The number ofnew outpatients rose by a factor of 8.6 between 19878.6 between and 19938.6 between . Between 19908.6 between and 1993 there was an increased admission rate from nursing homes and ofpatients suffering from respiratory system diseases. Mortality rates fell from27.8% in 1982 to 19.3% in 1990 and to 12.1 % in 1993. Mean age and sex ratios remained unchanged over the years while the average length of stay halved from 43.3 to 22.6 days between 1990 and 1993. 81 % ofadmissions in 1993 were emergencies. Care of the elderly in hospital and the interface with general medicine are changing. INTRODUCTION The specialty of Geriatric Medicine was introduced to Northern Ireland in 1948 through the work of Professor George Adams in the Belfast City Hospital, later consolidated and developed by Professor Robert Stout. From dealing primarily with continuing care and rehabilitation the specialty has changed rapidly, with a greater emphasis on acute care, investigation and rehabilitation.' This change has occurred at a time of movement from hospital to community based continuing care.2 The Department of Health Care for the Elderly in the Ulster Hospital, which serves a population of 16,000 over the age of 65 years, adapted to these changes by reducing bed numbers and providing an acute continuous take-in service for the elderly (age related) from 1991, an orthogeriatric unit in 1992-3 and an acute stroke unit in 1994.3 The acute take-in service for the elderly at this hospital has been planned in cooperation with our general medical colleagues. Patients 
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The specialty of Geriatric Medicine was introduced to Northern Ireland in 1948 through the work of Professor George Adams in the Belfast City Hospital, later consolidated and developed by Professor Robert Stout. From dealing primarily with continuing care and rehabilitation the specialty has changed rapidly, with a greater emphasis on acute care, investigation and rehabilitation.' This change has occurred at a time of movement from hospital to community based continuing care. 2 The Department of Health Care for the Elderly in the Ulster Hospital, which serves a population of 16,000 over the age of 65 years, adapted to these changes by reducing bed numbers and providing an acute continuous take-in service for the elderly (age related) from 1991, an orthogeriatric unit in 1992-3 and an acute stroke unit in 1994. 3 The acute take-in service for the elderly at this hospital has been planned in cooperation with our general medical colleagues. Patients (Table 3) . 15 While acute care for the elderly on an age related basis has proved a success in terms of numbers, consideration must be given to those elderly patients admitted to medical wards whose rehabilitation needs would be best met in a geriatric medical ward 4,8 and the early recognition and referral of those patients requiring assessment and care management.
We believe that a 'mixed economy' of patients is better than selecting out specific elderly patients for admission to geriatric medical units, although there is evidence in Belfast that the casualty officer and general practitioner preselect prior to referral.6 The geriatrician should have access to beds on the main acute hospital site1 as this would greatly help integrated care of the elderly and early assessment for rehabilitation or care management. Geriatricians must be closely involved with general physicians in caring for the elderly.6
In the midst of these changes it is a matter of concern that 'geriatric medicine' does not become 'general medicine for the elderly' but that due care and attention are paid to those needing more complex social and functional rehabilitation or continuing care in hospital or the community. Our clinical experience is that nursing homes have difficulty coping with patients with severe pressure sores or swallowing difficulties. The ability of nursing homes to cope with those in a high dependency category has been questioned. ' 
